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Learning Objectives

•Describe and provide examples of key documentation elements in the 
SUD Encounter.



Clinical Documentation Best Practices

Characteristics of Quality Documentation:
Legible: Information should be able to be read and the reader should easily comprehend what is documented.
Clear: Documentation should not be vague. It should fully describe the patient issue without being open to interpretation.
Complete: Documentation should address the patient’s issues and/or concerns from a diagnostic perspective with proper 
authentication by the provider (signature and date).
Consistent: Documentation should not conflict between the providers and/or from one progress note to another.
Accurate/Precise: The more detail a provider documents in the health record, the more information will be available to 
ensure the accuracy of the clinical documentation in the health record.
Reliable: The treatment plan should be supported by the provider documentation
Timely: Timeliness of clinical documentation entries increases the opportunity to provide the best care and treatment 

Why is quality documentation important?
• Support in the Continuum of Care – Communication / Care Plans
• Billing / Financial Impacts
• Legal Implications
• Regulatory
• Continuous Improvement – (Process, Outcomes)



Progress Note- SOAP Format

•Subjective- Information obtained from the patient including medical, 
surgical, social histories, medications/allergies

•Objective- Vital signs and physical examination findings

•Assessment- Appropriate diagnoses with ICD-10 codes

•Plan- Medical Decision Making, Medication adjustments, Referrals, 

Follow up frequency.



Patient Intake Form
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https://pcssnow.org/wp-content/uploads/2015/03/Sample-intake-questionnaire.pdf



https://pcssnow.org/wp-content/uploads/2015/03/Sample-intake-questionnaire.pdf



Rapid Urine Drug Screen

•Given patient’s history of high-risk medication use or illicit drug use a rapid 
14 panel urine toxicology was performed. The following were positive and 
the cup will be sent out for confirmatory quantification. A separate FTL dip 
was also obtained. All CLIA-waived products.
•THC
•COC
•MOP
•MET
•AMP
•BZO
•BAR
•MTD

• BUP
• TCA
• MDMA
• OXY
• PCP
• PPX
• FTL
• All others negative



History of Present Illness: ASAM 
Criteria

•In addition to the standard H&P, these should be incorporated

1. Acute intoxication and withdrawal potential
2. Biomedical conditions and complications
3. Emotional, behavioral, or cognitive conditions and complications
4. Readiness to change
5. Relapse or continued use or continued problem potential
6. Recovery environment



https://pcssnow.org/wp-content/uploads/2021/12/Sample-Medical-History-and-PE-Form_2021.pdf



https://pcssnow.org/wp-content/uploads/2021/12/Sample-Medical-History-and-PE-Form_2021.pdf



Documenting Severity of SUD

https://www.addictionpolicy.org/post/dsm-5-facts-and-
figures#:~:text=Three%20Levels%20of%20Severity&text=Two%20or%20three%20symptoms%20indicate,known%20as%20having%20an%20addiction.



Assessment and Plan

• "Patient meets criteria for current or past opioid use 

disorder. Pt was counseled as to safe keeping of 

medications and not to give to others. Pt will be 

monitored with PMP quarterly and rapid UDS done at 

every visit. Patient has signed a Suboxone 

agreement. They may be referred to AA, NA, or 

private treatment if appropriate for their stage of 

recovery."

• Plan

• Address SUD and frequency of visits

• Referrals as needed to primary care, ID, 

Psych, NA/AA, or elevated level of care

• Address/consider chronic medical conditions and 

workup as needed

• Patient meets with patient navigator for 

scheduling and with social worker/peer coach 

prior to leaving office.
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Thank you!

Questions & 

Discussion


